Patient attended a skin department, and was found to have a fine reticular, brown pigmentation of the sides of the face, the whole nedk and the V-shaped exposed area of the chest. The brown, rather translucent network was slightly depressed below the normal skin surface. Few telangiectases present. No lesions in mouth; cervical glands not enlarged.
A few faint, brownish macules scattered over forearms; legs quite unaffected. The lesions no longer cause itching or any other discomfort. Sections revealed a histological picture similar to that in the case just described.
Both these cases show the same features, and are typical cases of the poikilodermia described by Civatte and, last year, by Dr. Graham Little.
Discussion CIVATTE, Annals of Dermn. and Syph., iv, 1923 . GRAHAM LITTLE, Brit. Journ. Derm. and Syph., June, 1928. Acrodermatitis Continua E. T., a married woman, aged 71, injured the right great toe two years ago. The nail was shed, leaving a chronic ulcer which persisted in spite of treatment.
Ten months ago both thumbs became infected, and the nails separated. Small ulcers and pustules recurred frequently upon the fingers and toes, which remained erythematous, and at times desquamated.
The skin of the forearms and legs was erythematous and scaly, and there was a fading blotchy erythema on the trunk. The fingers were crusted with dried exudate, the nails were missing, and there were numerous small pustules in the matrices. Pustules were also present on and between the toes, but the nails were still present. Cultures, taken on two separate occasions, grew pure and abundant streptococci. The Wassermann reaction was -negative. Geaeral tonics, thyroid extract and autogenous vaccine treatment were given.
Locally, the usual antiseptic preparations were tried, including the new " monsol" antiseptic, but with no lasting benefit. Small doses of X-rays caused slight improvement.
Discussion.-Dr. R. W. BARBER said that, in the light of his experience of several cases of this kind, he did not think that the causal organism had been isolated in Dr. Brain's patient. He believed that the generalized type of acrodermatitis perstans and the dermatitis repens, described by Crocker, were due to infection with a staphylococcus and were not of streptococcal origin. Apart from the cases he (the speaker) had published with Professor Eyre (Brit. Journ. Derm. and Syph., 1927, xxxix, 485) , he had recently had another, which had been investigated by Dr. Embleton. Although the condition was of long standing, the patient had recovered almost completely in the course of about three months, as a result of the local application of an autogenous staphylococcal antivirus, and of injections of an autogenous vaccine.
Dr. H. MACCORMAC said he had been struck by the "infective' aspect of these cases. Three, while under his observation, had been carefully investigated by competent bacterio-logists who had reported that the contents of the early vesicle3 were sterile. In another case a secondary streptococcal infection had occurred, and accidents of this kind were not improbable. He was therefore inclined to regard the presence of micro-organisms in the absence of some form of corroborative evidence as accidental rather than causal.
Dr. BARBER said he wondered whether Dr. MacCormac referred to the generalized type of acrodermatitis continua, or to that in the cases like those described by Dr. Dore and Dr. Roxburgh, in which cases cultures were usually entirely negative. He (Dr. Barber) did not regard the two conditions as comparable.
Dr. A. C. ROXBURGH said he agreed with Dr. Barber. The condition in the cases shown by Dr. Dore and himself was of a different type from this, as it was always dry, and began in the middle of the palm of the hand or the sole of the foot. The patients gave no history of injury, and the lesions remained localized and were always sterile on culture. They must be of a different character from the moist lesions, which generally began after an injury, and involved the side or root of a nail, and then spread out. Probably the dry palmar type had some connexion with psoriasis. He remembered a case in which the condition was psoriasis. Lesions on the scalp and elsewhere had suggested this, but from those on the hands it had been difficult to decide between a diagnosis of psoriasis and one of acrodermatitis perstans.
Dr. S. E. DORE said that in his own cases the lesions had remained localized to the extremities and had resisted all methods of treatment. Bacteriologically they were negative. He had never had a case of the other type.
The PRESIDENT said that the present case appeared to be an acute septic infection, whereas in the other type of case the cause was at present unknown.
In this second type he had made repeated attempts to cultivate organisms from the small vesicles or pustules, but without success. Nor had he been able to find any form of fungus, and the lesions had resisted every form of treatment which he had tried. It would be advisable to reserve the term " acrodermatitis perstans " for this latter type of case.
Lichen Planus with Nerve Distribution,-H. W. BARBER, M.B.-D. T., aged 24, female. Six months ago noticed white patches on the right side of the neck. Two months ago eruption appeared on the right arm and hand, and on the back.
On the right side of the neck a considerable area of skin is occupied by ivorywhite grouped lesions, in some degree confluent, and suggesting, at first sight, scleroderma ( fig.1 ). They are, however, in my opinion, lichen planus atrophicus. In the right deltoid region, just below the acromion process, is a small group of ordinary lichen planus papules, and extending down the extensor surface of the upper arm, along the forearm, following the ulna, on the outer side of the wrist and back of the hand (fig. 2 ). On the little and ring fingers, and on the inner side of the middle finger are also typical lichen planus lesions. On the right side of the back, near the spinal column, is a long streak of similar papules.
The atrophic lesions on the neck and those near the acromial process correspond of course, to the superficial cervical branch of the cervical plexus (02 and C3). Those on the back of the forearm follow the course of the internal cutaneous nerve (C8-Di). Those on the wrist and hand correspond exactly to the ulnar nerve (08-Di). Those on the back correspond to D6-D10.
No one, I think, will deny the correspondence between the lichen planus lesions and the distribution of the cutaneous nerves in this case.
Recently I had a case of vitiligo associated with pigmented moles, in a male patient. Owing to the fact that there was a suspicious history of hereditary syphilis, I gave him a course of injections of novarsenobillon. After several injections, he came up to my out-patients' department complaining that an eruption had developed round the trunk. I suspected that he had probably an attack of herpes zoster as a result of the injections. On stripping him, I found a typical
